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 Examining Health literacy levels and its Association with 

Demographic Dynamics among Intra-City Commercial Drivers: 
Results from a Survey in Nigeria

     

ABSTRACT
Background and Objective: Considering the importance of intra-city commercial 
drivers to the developing nation’s economy like Nigeria and the chain effects 
of health neglect among them on the general wellbeing of all, understanding 
their health literacy level and its associated factors becomes imperative. This 
study, therefore, aims to examine health literacy levels and their associated and 
predicting factors among intra-city commercial drivers in Ibadan, the capital 
city of Oyo State, South-West, Nigeria.
 Materials and Methods: This study is a descriptive type and a quantitative 
research method using a survey design was adopted. The participants of the 
study consist of commercial taxicabs drivers and tricycle riders in the city of 
Ibadan. Two hundred and three (203) commercial drivers participated in the 
study using a simple random sampling technique from twelve (12) purposively 
selected motor parks in Ibadan, Nigeria. A self-constructed questionnaire that 
focuses on two domains- demographic characteristics and health literacy was 
used as an instrument of data collection for the study. Data were collected 
within a six (6) week period (April 26-June 7, 2021). The collected data were 
analysed using simple percentages, mean and standard deviation, Univariate 
analysis and Logistic regression.
Results: In the study, the weighted average of the health literacy of intra-city 
commercial drivers is 3.43 and 55.2% of the respondents have adequate health 
literacy while 44.8% of them have inadequate health literacy. Sex , marital status 
, religion, educational level  and income (p=0.001) were found to be significantly 
associated with the health literacy status of the commercial drivers.
Conclusion: This study highlights the need for stakeholders (government, 
health practitioners and providers, educators etc.) to make a concerted move 
through policy formulations, interventions, structured education, provision 
of information and effective communication to improve health literacy and 
general well-being of the commercial drivers.
Paper Type: Research Article
Keywords: Health Literacy; Commercial Drivers; Associated Factors; Ibadan; 
Nigeria.
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Introduction
The World Health Organisation (WHO) conceived 
the term ‘health’ to be a state of complete 
physical, mental and social wellbeing which 
do not necessarily translate to the absence of 
diseases or sickness. In other words, health is 
the individual’s ability to cope with his or her 
environment physically, emotionally and socially. 
This definition highlights the link between health 
and wellbeing. WHO recognised health as a 
fundamental human right. The right is perceived 
to involve both physical and social resources to 
achieve and maintain (1). Thus, sustaining health 
requires following daily advice and preventive 
measures to lessen the likelihood of diseases. 
Ottawa charter of 1986 defined health as a 
resource for everyday life, not the object of 
living. Thus, health is positioned as a means to 
living well, which underscore the nexus between 
health and community participation (2). The 
importance of health to daily living cannot be 
overemphasised. It’s a critical factor that allows an 
individual to correctly perform daily tasks in the 
right way. This empowers him to serve himself, 
his community and the entire nation. A healthy 
person is saved from the costs of treatment and 
associated hassles which could enhance personal 
savings and spending on productive activities 
as against diseases if health is neglected. This 
alludes to the saying that “an ounce of prevention 
is worth a pound of cure” (3).

Prevention of health problems and adequate 
protection of one's health as well as the ability 
to better manage health challenges is dependent 
on the health literacy level of the individual. 
Health literacy refers to the extent to which 
a person can obtain, process, and understand 
basic health information and services required 
to make suitable health decisions. According to 
Australian Commission on Safety and Quality 
in Health Care (4), health literacy is about how 

people understand health and health care 
information and how the information is applied 
in their daily living in terms of its use to make 
decisions and act on it. Thus, it is a measure of 
people’s ability to read, comprehend and act 
on medical instructions (5). Health literacy is a 
necessary skill needed by everyone as it allows 
people to take control of their well-being by 
making informed healthcare choices, enhancing 
communication with healthcare providers and 
equipping them with needed information for 
self-advocacy in the health care system (6). Health 
literacy engenders knowledge and skills which 
empower an individual to function effectively 
in the three domains of the health continuum: 
firstly, as a patient in the healthcare system, 
secondly as a person at risk of contracting the 
disease in the disease prevention settings, and 
thirdly, as a stakeholder to the health promotion 
efforts in the society (home, work, educational 
system, and the market place) to which he belongs 
(7). However, lack or inadequate health literacy 
has been found to have negative implications 
on individual and national health outcomes. At 
the personal level, having inadequate health 
literacy may make it difficult to understand 
when and how to take a prescribed drug, where 
to seek appropriate medical care and how to 
communicate with the healthcare provider on 
signs and symptoms they are experiencing. This, 
therefore, inhibits their capacity to make the 
best decisions concerning their health. At the 
national level, low health literacy could increase 
the cost of health care outrageously because when 
people lack understanding of health information 
and instructions, the tendency to have worse 
health outcomes and the use of unnecessary 
health emergency services is high (6). 

Nigeria is Africa's most populous country and 
ranked seventh in the comity of most populous 
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countries in the world with approximately 202 
million inhabitants (8). The country is made up 
of over 250 ethnic groups, 380 languages and 
has diverse cultural and religious beliefs and 
practices (9). Adequate healthcare provision 
for the teeming population of the country is 
challenging as there are myriad issues affecting 
access and quality to healthcare services. The 
country faces many public health challenges and 
this includes infectious diseases, pollution, disaster 
management, poverty, doctor-population ratio, 
population per health facility, health financing, 
alcohol abuse, poor sanitation, utilization of 
care, high illiteracy, housing, incessant industrial 
action by medical professionals among several 
others. These challenges have significantly 
affected the health status of Nigerians with 
overall life expectancy at birth hanging at 55 
(10), infant and maternal mortality rate of 86 
per 1000 live births and 840 per 100,000 live 
births respectively. Nigeria is also listed among 
the countries worst hit with deaths from non-
communicable diseases (9). Though several efforts 
were made by the governments, international 
organisations, non-governmental organisations 
and community-based organisations to improve 
the population’s health status, it appears to be a 
daunting challenge. The inability of the country to 
address these numerous public health challenges 
has contributed to the persistent weakness of 
the health system most notably in the area of 
improving health literacy for adequate health 
inclusion. 

Nigeria's road transportation system accounts 
for over 90% of the mobility of people and 
commercial road transport accounts for about 
432 million tons of freight movement per annum 
by road across the country (11). Commercial 
drivers are the major agent that ensures flexible 
movement of people and goods from one place 
to the other. Commercial driving activities have 

significantly changed the face of employment, 
trade, family life and health care, thus, bringing 
benefits to the entire population unimaginable a 
hundred years ago (12). The impact commercial 
drivers have on the socio-economic activities of 
Nigeria cannot be overemphasized (13). However, 
due to the high demand for their jobs and the 
environment they work in, commercial drivers 
are vulnerable to various health hazards such as 
musculoskeletal pain, visual dysfunction, stress 
and non-communicable diseases. These health 
issues are believed to be caused by a sedentary 
lifestyle, prolonged sitting, few hours of sleep, 
poor diet, multiple sexual partners, psychological 
factors and poor access to health care (11, 14)). 
Road accidents are also a major public health 
concern in Nigeria and it is estimated that 40% 
of the overall road crashes annually are caused 
by commercial drivers (14). Road accidents have 
huge financial and health implications on the 
individual involved, family, community and the 
nation at large (12). Attributed factors to road 
accidents by commercial drivers include high 
stress, illiteracy, negligence of safety practices, 
smoke while on the wheel, alcohol taking before 
driving and lack of time for a medical check-up 
(12,14). Therefore, considering the importance 
of intra-city commercial drivers to the developing 
nation's economy like Nigeria and the chain effects 
of health neglect among them on the general 
wellbeing of all, it becomes imperative to have 
an understanding of their health literacy status 
and its determinants among this population. 
Such understanding would provide information 
and prompt intervention strategies targeted 
at improving health literacy for the general 
promotion of health and well-being of these 
commercial drivers. 

Few empirical studies (15, 16, 17, 18, 19, 
20) exist on health literacy among the Nigerian 
population. The result of these studies indicates 
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different health literacy statuses depending on 
the scale of measurement, the population of 
the study and location. For instance, Shabi & 
Adewusi, (16) using adapted e-HEALS to measure 
health literacy among In-school adolescents 
in Osun State, South-West, Nigeria, reported 
that only 37.7% of the sampled population 
possessed adequate health literacy while 59% 
and 3.3% have average and poor health literacy 
respectively. Also, Kuyinu, et al. (19) measured 
health literacy among residents of Lagos State, 
Nigeria’s commercial city using the Brief Health 
Literacy Screening Tool (BHLS). Results revealed 
that 74.8% of the sampled population had 
adequate health literacy. In a similar vein, Zibima, 
et al. (20) measured health literacy levels in 
rural Bayelsa, Niger Delta region of Nigeria using 
BHLS.  The study found out that 71.25% of the 
participants had limited health literacy while 
17.75% and 11% had marginal and adequate 
health literacy respectively. Several factors are 
associated or serve as determinants of health 
literacy among the Nigerian populace. These 
factors include culture and belief system, poor and 
ineffective communication, level of education, 
socioeconomic status (Adekoya-Cole, et al., 2015). 
Specifically, Kuyinu, et al. (19) found adequate 
health literacy to be associated with being female, 
frequent use of broadcast media as a source of 
information, frequent use of the internet as a 
source of information, knowing a frequently 
prescribed antibiotic and being more comfortable 
with the use of the English language. All the 
studies reviewed above were conducted among 
the different subsets of Nigeria’s population but 
none was done to capture intra-city commercial 
drivers’ health literacy. This study, therefore, 
aims to examine health literacy status and its 
associated and predicting factors among intra-
city commercial drivers in Ibadan, the capital city 
of Oyo State, South-West Nigeria. This will help 

generate information that could serve as a basis 
for appropriate health interventions that could 
improve health literacy status and engender 
policy actions that would help in promoting good 
health and management of health conditions 
among the commercial drivers. 

Material and Methods
Context
Ibadan, a big metropolitan city was established in 
the 1930s as a war camp (21). The city is currently 
the capital city of Oyo State, located in the South-
West of Nigeria. Ibadan is the third most populous 
city in the country after Lagos and Kano with a 
population of over six million residents (22). It is 
the country’s largest city by geographical area. 
The city consists of eleven local government areas, 
five of which are within the inner city while the 
rest are either semi-urban or rural settlements 
(23). The major economic activities engaged 
in by the city’s residents include agriculture, 
service industries, commerce, handicrafts and 
manufacturing. Although, agricultural activities 
have declined as most farmers are part-time 
who augment their earnings with other works, 
the city is largely an urban area. Ibadan is well 
served by roads. Among the infrastructural 
systems in the city, transport is possibly the 
one that has the closest interaction with the 
growth and pattern of land use. It is estimated 
that over 80% of passenger transport and more 
than 60% of freight movement in the Ibadan 
region is by road (21). A fleet of privately owned 
taxicabs, minibuses and regular bus services 
operate within the city and its suburbs (24).
Study Design 
This study is descriptive in nature and a 
quantitative research method using a survey 
design was adopted. This approach is considered 
appropriate because of the need to quantify 
health literacy level and associated as well as 
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predicting factors among the respondents.
Study Population
The population of this study consist of commercial 
taxicabs drivers and tricycle riders in the city of 
Ibadan, the capital city of Oyo State, Nigeria. 
Sample Size Determination
The sample size for the study is 216 and was 
estimated based on the calculation below;

n=Z2p(1-p)/d2
n=1.962×0.5×0.5 / 0.072= 196
Adjusting the sample size with a 10% attrition 

(none response) rate= 216 
Sampling Techniques
Twelve major commercial motor parks were 
purposively selected based on their strategic 
location to the city and on the basis that the 
motor parks cover almost all the routes in the 
entire city. A simple random sampling technique 
was used to select participants from the selected 
motor parks. In all, two hundred and three (203) 
commercial drivers participated in the study. 
Below is the list of motor parks and the number 
of participants from each of them (table 1). 

Table 1: Motor parks and number of participants

S/N Motor Parks Participants

1 Challenge 30

2 Ojoo 10

3 Apata 10

4 Mokola 20

5 Dugbe 25

6 Iwo Road 25

7 Ijokodo 8

8 Apete 10

9 Eleyele 25

10 Toll Gate 10

11 Sango 26

12 New Garage 4

Inclusion Criteria
The inclusion criteria were based on attainment 
of age eighteen (18), driving a commercial taxicab 

or tricycle within the city and willingness to 
paricipate in the study. 
Exclusion Criteria
Commercial drivers who do not operate in the 
selected motor parks and those in the selected 
motor parks but unwilling to participate in the 
study were excluded.
Instrument
A questionnaire that focuses on two domains- 
demographic characteristics and health literacy 
was used as an instrument of data collection for 
the study. The demographic characteristics seek 
information on intra-city commercial drivers’ 
backgrounds like age, sex, marital status, religion, 
educational level and monthly income.  The 
health literacy was measured using a scale 
tagged ‘Commercial Drivers’ Health Literacy Scale 
(CDHLS)’. CDHLS is designed in 5 Likert scales 
from (Strongly Agree=5, Agree=4, Neutral=3, 
Disagree=2 and Strongly Disagree=1). The scale 
consists of 17 items largely drawn from the 
existing body of literature on health literacy 
and structured to be consistent with health 
literacy fundamentals (Functional, interactive 
and critical health literacy skills) as emphasized 
by Nutbeam (25). CDHLS was subjected to three 
experts’ reviews and their suggestions were 
taken into consideration and reflected in the 
final copy of the scale. To ascertain the reliability 
of the instrument, the questionnaire was pilot-
tested among University of Ibadan intra-campus 
commercial drivers and Cronbach coefficient 
of .79 (Cochran’s F-test- .012) was obtained 
for the scale. Cronbach coefficient greater 
than .70 indicates an internal consistency in 
the questionnaire items. Hence, the instrument 
was considered reliable to measure the health 
literacy of the sample population.
Ethical Consideration
The study received Departmental approval and 
before participating in the study, the participants 
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were intimated of the objectives of the study 
and the possibility that the outcome of the study 
might positively influence the government’s 
policy response to improving their health literacy 
with the corresponding impact on their general 
wellbeing. Thus, each participant’s consent was 
orally obtained before administering the survey. 
Moreover, they were given the assurance of 
confidentiality of all information provided.
Data Collection Method
Data was collected from all the respondents 
through the questionnaire administered by 
the researchers and four (4) trained research 
assistants within a six (6) week period (April 
26-June 7, 2021). Commercial drivers who 
could read and understand the questionnaire 
items were allowed to self-administered it while 
those who didn’t have the literacy skills to read 
and understand the questionnaire items have 
it completed by the researchers and trained 
research assistants based on verbal answers 
provided to each of the items when read to them. 
They were asked to reconfirm their answers to 
ensure that their response is well tallied with 
the questions. The questionnaire was completed 
within approximately 15-20 depending on the 
literacy level of the respondents.
Statistical Methods
Descriptive statistics of frequency count, simple 
percentages, mean and standard deviation were 
used to analyse the demographic data and general 
health literacy status of the intra-city commercial 
drivers in Ibadan. The weighted average of the 
mean scores for the questionnaire items was used 
to categorize the general health literacy level. 
The decision was based on weighted average 
≤2=low health literacy, 2>x ≤3.5= moderate health 
literacy, >3.5= high health literacy. Categorization 
of individual health literacy among the intra-
city commercial drivers was based on individual 
health literacy score <60% is adequate while 

scoring <60% is taken to be inadequate based 
on the following calculations: 
Health Literacy
QS = Question score (5points for Strongly Agree, 
4 points for Agree, 3points for Neutral, 2points 
for Disagree and 1point for Disagree)

Univariate analysis was done to generate 
frequencies of both dependent variables and 
independent variables. Logistic regression was 
used to identify predictors of adequate health 
literacy found significant at the bivariate analysis. 
The level of statistical significance was set at 
p ≤ 0.05.

Results 
Socio-demographic characteristics of 
respondents
A total of 203 commercial drivers were recruited 
into the study across the Ibadan metropolis and 
more than three quarters (88.2%) were male. 
The majority of the respondents (40.9%) were 
between 41 – 60 years old. Slightly above half 
of the respondents (50.2%) were Christian, 
39.9% of the respondents are Muslim while 
only 9.9% practice other religions. A majority 
(61.6%) of the respondents were married, 16.7% 
were single, 12.8% were separated from their 
spouse, 4.9% were divorced, and 4.9% were 
widows. Up to 28.1% of respondents reported 
having completed secondary school and more 

I – Individual respondents  

TS – Total score  

 

MS = Maximum score  

 

 

CS – Compliance score  
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than a third (33.5%) had a first degree from a 
university or a higher national diploma from 
polytechnics. Only 22.2% of the respondents 
earn less than 20,000 Naira, 38.4% earn between 
20,000 and 40,000 Naira and 39.4% earn above 
40,000 Naira monthly. 
Health Literacy 

Table 2 revealed that the general health literacy of 
intra-city commercial drivers in Ibadan is moderate 
(WA=3.43). It was observed that slightly above 
half (55.2%) of the respondents have adequate 
health literacy while almost half (44.8%) of them 
have inadequate health literacy.

Factors associated with health literacy 

Table 2: General Health Literacy among Intra-City Commercial Drivers 

SN Items
SA 

(N/%)
A

(N/%)
N

(N/%)
D

(N/%)
SD

(N/%)
Mean SD

1
I have the skills to read and understand written 
health information including medication labels

67
(33.0)

65
(32.0)

20
(9.9)

44
(21.7)

7
(3.4)

3.69 1.23

2 I know how to fill medical forms correctly
47

(23.2)
80

(39.4)
22

(10.8)
34

(16.7)
20

(9.9)
3.49 1.28

3
I do observe all instructions given by healthcare 

providers
54

(26.6)
79

(38.9)
29

(14.3)
26

(12.8)
15

(7.4)
3.65 1.21

4
I know how to get information about health 

personally
41

(20.2)
68

(33.5)
22

(10.8)
57

(28.1)
15

(7.4)
3.31 1.27

5
I can easily find information about my health 

challenges
44

(21.7)
66

(32.5)
22

(10.8)
51

(25.1)
20

(9.9)
3.31 1.32

6 I do get health information from different sources
35

(17.2)
78

(38.4)
27

(13.3)
43

(21.2)
20

(9.9)
3.32 1.26

7
I can say that I have updated health information 

that can help deal with my health issues
35

(17.2)
62

(30.5)
26

(12.8)
55

(27.1)
25

(12.3)
3.13 1.32

8
It’s very easy to compare health information from 

different sources
35

(17.2)
73

(36.0)
23

(11.3)
52

(25.6)
20

(9.9)
3.25 1.28

9
I do verify whether particular new health 

information is correct or not
44

(21.7)
56

(27.6)
23

(11.3)
56

(27.6)
24

(11.8)
3.2 1.37

10
I do discuss health problems with healthcare 
providers in a manner they can understand 

properly

61
(30.0)

90
(44.3)

18
(8.9)

26
(12.8)

8
(3.9)

3.84 1.11

11
I do discuss health concerns with doctors and 

other healthcare providers
55

(27.1)
80

(39.4)
19

(9.4)
40

(19.7)
9

(4.4)
3.65 1.20

12
I do engage healthcare providers in discussion to 

get needed health information
40

(19.7)
59

(29.1)
25

(12.3)
68

(33.5)
11

(5.4)
3.25 1.26

13
It is easy to judge which everyday behaviour is 

related to my health
54

(26.6)
51

(25.1)
30

(14.8)
49

(24.1)
19

(9.4)
3.35 1.35

14
I know how to find out about activities that can 

help enhance mental well-being
53

(26.1)
62

(30.5)
25

(12.3)
46

(22.7)
17

(8.4)
3.43 1.31

15
I know how to protect myself from illness based 
on information I get from different sources such 

as radio, television, and newspaper

48
(23.6)

54
(26.6)

31
(15.3)

50
(24.6)

20
(9.9)

3.3 1.33

16
I understand health warnings on behaviour such 
as smoking, low physical activities and excessive 

drinking

67
(33.0)

50
(24.6)

26
(12.8)

47
(23.2)

13
(6.4)

3.55 1.33

17
I know how to find information on better 

management of stress and depression
63

(31.0)
62

(30.5)
26

(12.8)
35

(17.2)
17

(8.4)
3.59 1.31

SA=Strongly Agree; A=Agree; N=Neutral; D=Disagree; SD=Strongly Disagree
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on bivariate analysis were shown in Table 3. 
Respondent’s sex was statistically associated 
with health literacy . The proportion of adequate 
literacy among male respondents (82.1%) was 
higher compared to female respondents (17.9%). 
The proportion of adequate health literacy 
among married respondents (73.2%) were more 
than adequate health literacy among single 
respondents (20.3%) and separated/Divorced 
(6.3%). The difference was statistically significant 
with health literacy . The health literacy was higher 
among Christianity (59.8%) compared to Islam 
(36.6%) and Traditional (3.6%). The difference 
was statistically significant with health literacy 
. The level of education among respondents 
also influenced the score of health literacy, 
the association was statistically significant  as 
respondents with tertiary education had higher 
health literacy (55.4%) compared to respondents 
with secondary education (24.1%), respondents 
with primary education (14.3%) and respondent 
with no formal education (6.3%). There was a 
significant association between the income of 
the respondents and health literacy. There was 
an association between respondents’ health 
literacy and their income (p=0.001). 

Table 3: Demographic Factors Associated with Health 
Literacy among Intra-City Commercial Drivers 

Variables

Health Literacy (N/%)
Chi-

Square
P-value

Inadequate Adequate

Age

4.804 0.091
18-40 28 (30.8) 44 (39.3)

41-60 35 (38.5) 48 (42.9)

61+ 28 (30.8) 20 (17.9)

Sex

8.727 0.003Male 87 (95.6) 92 (82.1)

Female 4 (4.4) 20 (17.9)

Marital Status

22.979 0.000
Single 11 (12.1) 23 (20.5)

Married 51 (56.0) 82 (73.2)

Separated/Divorced 29 (31.9) 7 (6.3)

Religion

15.242 0.000
Christianity 35 (38.5) 67 (59.8)

Islam 40 (44.0) 41 (36.6)

Traditional 16 (17.6) 4 (3.6)

Educational Level

57.852 0.000

No Formal Education 17 (18.7) 7 (6.3)

Primary School 38 (41.8) 16 (14.3)

Secondary School 30 (33.0) 27 (24.1)

Tertiary Education 6 (6.6) 62 (55.4)

Income

14.251 0.001

Less than N20,000.00 24 (26.4) 21 (18.8)

N20,000.00 – 
N40,000.00

45 (49.5) 35 (31.3)

Above N40,000.00 22 (24.2) 56 (50.0)

The predictors of adequate health literacy 
are shown in Table 4. Married respondents were 
1.608 more likely to have adequate health literacy 
(AOR=1.608, 95% CI= (1.134, 2.281), p=0.008) 
compared to single respondents, respondents 
that have either divorced or separated were 
0.241 less likely to have adequate health 
literacy (AOR=0.241, 95% CI= (0.106, 0.551), 
p=0.001) compared with single respondents. 
The religion of respondents was also a predictor 
of adequate health literacy as respondents 
practising Christianity were significantly two 
times more likely to have adequate health literacy 
(AOR=1.914, 95%CI= (1.272, 2.881), p=0.002), 
also respondents who are Muslim are over 
one time more likely to have adequate health 
literacy (AOR=1.025, 95%CI= (0.663,1.585)) than 
traditional worshipers. Respondents with tertiary 
education were over ten times more likely to have 
adequate health literacy (AOR=10.333, 95%CI= 
(4.470, 23.887), p<0.000) than respondents 
with no formal education. When the income 
of respondents was considered, respondents 
who earned more than 40,000 Naira were over 
2 times more likely to have adequate health 
literacy compared with respondents who earn 
less than 20,000 Naira. The sex of respondents 
was not predictive of levels of health literacy.  
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 Table 4: Predictors of Health Literacy among Intra-City 
Commercial Drivers based on Demographic Factors

Variables OR C.I P-Value

Sex

Female (Ref) 1

Male 1.057 (0.789, 1.418) 0.709

Marital Status

Single 1

Married 1.608 (1.134, 2.281) 0.008

Separated/Divorced 0.241 (0.106, 0.551) 0.001

Religion

Christianity 1.914 (1.272, 2.881) 0.002

Islam 1.025 (0.663,1.585) 0.912

Traditional (Ref) 1

Educational Level

No Formal Education 1

Primary School 0.421 (0.235, 0.755) 0.004

Secondary School 0.900 (0.900, 0.535) 0.691

Tertiary Education 10.333 (4.470, 23.887) 0.000

Income

Less than N20,000.00 1

N20,000.00– 

N40,000.00
0.788 (0.500, 1.210) 0.265

Above N40,000.00 2.545 (1.554, 4.168) 0.000

Discussion
The study investigated health literacy status 
and its associated and predicting factors among 
intra-city commercial drivers in Ibadan, Nigeria. 
Results of the study showed that intra-city 
commercial drivers in Ibadan have a moderate 
level of health literacy. This result aligns with a 
similar study of Olyani, et al. (26) who found a 
moderate health literacy in four health literacy 
dimensions among ongoing school students. 
Also, this result corresponds with the research 
study of Tavakoly, et al. (27) who in their study 
found out that the health literacy status of the 
Iranian population is in the marginal health 
literacy level. Specifically, this study’s researchers 

attribute the result to the nature of commercial 
drivers’ jobs and the settings they operate in. 
It is the researchers’ considered opinion that 
due to commercial drivers’ exposure to various 
health advertisements and public enlightenments 
on health-related issues around their area of 
operation, coupled with the influx of educated 
people into commercial driving as a result of 
unemployment in the country, this could have 
aided their attainment of moderate health 
literacy.  It was further revealed that slightly 
above half (55.2%) of the commercial drivers 
have adequate health literacy while almost half 
(44.8%) of them have inadequate health literacy. 
This result aligns with Mahdifar, et al. (28), who 
reported that 56.6% of healthcare employees in 
Binaloud in Iran had adequate health literacy while 
24.4% and 19% had marginal and inadequate 
health literacy respectively. Similarly, the result 
is consistent with the findings of Khuu, et al. 
(29) who found out that approximately half of 
their study population had inadequate health 
literacy. Similarly, Banfai-Csonka, et al. (30) found 
46.1% of their study participants to have limited 
comprehensive health literacy. 

Results also revealed the dynamics in 
demographic factors associated with health 
literacy among intra-city commercial drivers 
in Ibadan. It was revealed that sex, marital 
status, religion, educational level and income 
are significantly associated with the health 
literacy status of the commercial drivers. 
The result indicates that the proportion of 
adequate health literacy among males was 
higher compared to female respondents. This 
result agrees with the study of Sharifirad, et al. 
(31) but is inconsistent with studies (19, 32, 33, 
34) that found women to have higher health 
literacy than men. However, Garcia-Codina, 
et al. (35), in their study found no significant 
gender difference in health literacy in Catalonia. 
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Though this study’s result could be attributed to 
the fact that commercial driving activities are 
a male-dominated occupation and only a few 
women participated in the study. Result also 
revealed that the proportion of adequate health 
literacy among married commercial drivers were 
more than the adequate health literacy among 
the singles and separated/divorced. This result 
adds to the conflicting results on the association 
between marital status and the health literacy 
status of people. For instance, while Joveini et 
al. (36) observed that single and married people 
had higher health literacy compared to widowed 
and separated, Mollakhalili, et al. (37) found 
single individuals to have high health literacy 
compared to married individuals. Liu, et al. (38) 
indicated in their study that divorced individuals 
had higher health literacy than single individuals. 
The discrepancies in the results could be a result 
of different target populations and instruments 
of data collection. Furthermore, Christians had 
a higher health literacy compared to Muslims 
and Traditional worshipers. This result could be 
attributed to the embracement of western forms 
of education by Christians in the country than 
other religions. Equally, the level of education 
among the commercial drivers influenced their 
health literacy as commercial drivers with tertiary 
education had higher health literacy compared 
with secondary and primary education holders 
as well as those with no formal education. This 
result is consistent with previous research 
findings (39, 40, 41, 42, 43, 44). Having access 
to higher education could potentially improve 
an individual’s ability to read, analyse and judge 
information which may enhance health knowledge 
and skills (23, 44).  Income was found to have a 
significant association with commercial drivers’ 
health literacy. This aligns with earlier studies 
(44, 45, 46, 47, 48).

This study provides additional evidence that 

adequate health literacy is predicted by marital 
status, religion and income of the commercial 
drivers. This result supports the notion that 
inadequate health literacy is a function of having a 
less formal education, lower socioeconomic status, 
and certain religious and ethnic backgrounds 
(49). However, health literacy can potentially 
influence several aspects of people’s lives ranging 
from income level, education, job, housing and 
access to medical care (50). 
Limitations of the study: The main limitation of 
this study is based on random recruitment of 
commercial drivers from purposively selected 
major motor parks in Ibadan. This makes the 
study’s findings limited in generalization and 
impact. Also, commercial driving activities is a 
male-dominated occupation, this account for the 
large disparity in the sex group. This, therefore, 
makes inferencing something concrete based 
on gender difficult in the study. There may also 
have been desirability bias from the respondents 
when filing or responding to the questionnaire 
items. Nonetheless, the study provides useful 
information on health literacy status and its 
demographic dynamics among commercial 
drivers in Ibadan. This could help engender 
better understanding among stakeholders and 
influence health promotion intervention in a 
bid to achieve a health-literate society. Future 
studies should endeavour to use a probabilistic 
sampling technique and capture a larger sample 
size for better generalisation of the result of 
the study.

Conclusion
The study found out that commercial drivers’ 
health literacy is moderate and slightly above 
half of the commercial drivers have adequate 
health literacy while almost half of them have 
inadequate health literacy. This implies that 
while the majority of the commercial drivers 
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are not doing badly on the health literacy ladder, 
their health literacy level could be improved 
upon to achieve a high health literacy among 
them. This highlights the need for stakeholders 
(government, health practitioners and providers, 
educators etc.) to make a concerted move through 
policy formulations, interventions, structured 
education, provision of information and effective 
communication to improve health literacy and 
general wellbeing of the commercial drivers. 
This can help increase their health knowledge 
and improve critical skills needed to protect 
their health and prevent health problems as 
well as inbuild in them positive health-seeking 
behaviour when faced with health issues. Equally, 
commercial drivers’ characteristics such as sex, 
marital status, religion, educational level and 
income were found to be significantly associated 
with their health literacy status. This indicates 
that being either a male or female, single, 
married or divorced, Christian, Muslim or 
traditional worshiper, having low or high levels 
of education and income is closely tied to the 
commercial drivers’ health literacy status. Thus, 
policy formulation and implementation on health 
promotion for commercial drivers should be 
based on careful consideration of these identified 
factors. To improve the health literacy of the 
commercial drivers, literacy programmes could 
be organised and health education is made a 
critical component for them to improve their 
literacy skills generally and by extension, health 
literacy.
 Conflict of Interest: The authors declare no 
conflict of interest in the current study
Funding: The authors received no financial 
support for the conduct of the study

References
1. Ghebreyesus TA. Health is a fundamental human right [Internet]. 

www.who.int. 2017. Available from: https://www.who.int/
news-room/commentaries/detail/health-is-a-fundamental-

human-right
2. Potvin L, Jones CM. Twenty-five years after the Ottawa 

Charter: the critical role of health promotion for public 
health. Canadian Journal of Public Health. 2011;102(4):244-8.
h tt p s : / / d o i . o r g / 1 0 . 1 0 0 7 / B F 0 3 4 0 4 0 4 1
PMid:21913576 PMCid:PMC6973872

3. Quddusi MA. Importance of Good Health in Our Life - How 
can We Achieve Good Health and Well Being? [Internet]. 
The Scientific World - Let’s have a moment of science. 2019. 
Available from: https://www.scientificworldinfo.com/2019/12/
importance-of-good-health-in-our-life.html

4. Karamali M, Yaghoubi M, Parandeh A. Scientific 
Mapping of Papers Related to Health Literacy Using 
Co-Word Analysis in Medline. Iranian Journal of Health 
Education and Health Promotion. 2021;9(3):280-95.
https://doi.org/10.52547/ijhehp.9.3.280

5. Mirsamiyazdi N, Jafaripour F, Taqvaeinasab H, Masoudiyekta 
L, Amiri R, Azarbad s, et al. The Relationship Between Health 
Literacy and Health Promoting Behaviors in Patients with 
Type2 Diabetes. Journal of Health Literacy. 2021;6(3):24-31.

6. Olyani S, Gholian Aval M, Tehrani H, Mahdiadeh M. School-
Based Mental Health Literacy Educational Interventions in 
Adolescents: A Systematic Review. Journal of Health Literacy. 
2021;6(2):69-77.

7. Jafari Y, Vahedian-Shahroodi M, Tehrani H, Haresabadi M, Shariati 
M. The relationship between caregivers’ health literacy and 
the behavior of women with multiple sclerosis. Iranian Journal 
of Obstetrics, Gynecology and Infertility. 2018;21(7):71-64.

8. World Bank. Nigeria Overview [Internet]. World Bank. 2020. 
Available from: https://www.worldbank.org/en/country/
nigeria/overview

9. Muhammad F, Abdulkareem JH, Chowdhury AA. Major 
public health problems in Nigeria: a review. South 
East Asia Journal of Public Health. 2017;7(1):6-11.
https://doi.org/10.3329/seajph.v7i1.34672

10. World Bank. Life expectancy at birth, total (years) | Data 
[Internet]. Worldbank.org. 2017. Available from: https://
data.worldbank.org/indicator/SP.DYN.LE00.IN?locations=NG

11. Johnson OE. Health-seeking behaviour of commercial bus drivers 
in Uyo, Nigeria. Port Harcourt Medical Journal. 2020;14(3):147.
https://doi.org/10.4103/phmj.phmj_20_20

12. Salaudeen A, Durowade K, Yusuf A, Adeyemi M. Practice of 
safety measures among inter-city commercial vehicle drivers 
in Kwara State, Nigeria. Journal of preventive medicine and 
hygiene. 2019;60(2):E158.

13. Bello AO. (PDF) MY MSc Thesis on Commercial Drivers and 
Security Challenges in Ekiti State. [Internet]. ResearchGate. 2019 
[cited 2021 Jul 18]. Available from: https://www.researchgate.
net/publication/331994361_MY_MSc_Thesis_on_Commercial_
Drivers_and_Security_Challenges_in_Ekiti_State

14. Olusegun SO, Ikeoluwapo OA. Prevalence of hypertension 
and associated risk factor among interstate commercial 
drivers in Jabi Park Abuja. International Journal of 
Medicine and Medical Sciences. 2016 Jul 31;8(7):75-83.



Journal of H
ealth Literacy / Volum

e 6, Issue 4, W
inter  2022

20

https://doi.org/10.5897/IJMMS2016.1234
15. Aina A, Olawoye O, Oluleye T. Factors affecting compliance with 

glaucoma medications in Nigeria. South African Ophthalmology 
Journal. 2018;13(1):17-21.

16. Shabi IN, Oyewusi FO. Health Literacy and Internet 
Health Information Use among In-school Adolescents in 
Osun State, South-West, Nigeria. Journal of Consumer 
Health on the Internet. 2018 Jan 2;22(1):25-41.
https://doi.org/10.1080/15398285.2017.1402636

17. Atulomah NO, Atulomah BC. Information Need, Health Literacy, 
and Preventive-Health Behaviour among Individuals in a Rural 
Community of Ikenne Local Government Area, Nigeria. Taxila 
international journal of public health. 2020 Mar 30;8(1):33-40.
https://doi.org/10.21522/TIJPH.2013.08.01.Art004

18. Ekoko ON. An Assessment Of Health Information Literacy 
Among Rural Women In Delta State, Nigeria Women In Delta 
State, Nigeria. Library Philosophy and Practice. 2020:1-14.

19. Kuyinu YA, Femi-Adebayo TT, Adebayo BI, Abdurraheem-Salami 
I, Odusanya OO. Health literacy: Prevalence and determinants 
in Lagos State, Nigeria. Plos one. 2020;15(8):e0237813.
https://doi .org /10.1371/journal .pone.0237813
PMid:32790756 PMCid:PMC7425911

20. Zibima SB, Ennag K, Oniso JI, Moses EB. Health literacy level in 
rural Bayelsa, Nigeria’s Niger Delta Region. International Journal of 
Community Medicine and Public Health. 2021 Feb 24;8(3):1115.
https://doi.org/10.18203/2394-6040.ijcmph20210790

21. Julius OO. Assessment of Environmental Sustainability 
Considerations for Building Projects Design, Execution and 
Control In Ibadan, Oyo State, Nigeria. 2018

22. Bruce I. Planning a city for today, tomorrow and the future: 
Ibadan, Nigeria [Internet]. blogs.worldbank.org. 2019. Available 
from: https://blogs.worldbank.org/africacan/planning-city-
today-tomorrow-and-future-ibadan-nigeria

23. Itasanmi SA, Akintolu M, O. Ojedeji S. Effects of age and 
education on market women’s environmental knowledge, 
attitude and behaviour. Journal of Gender, Information 
and Development in Africa. 2019 Aug 15;8(2):77-90.
https://doi.org/10.31920/2050-4284/2019/8n2a5

24. The Editors of Encyclopaedia Britannica. Ibadan | Location, 
History, & Facts [Internet]. Encyclopedia Britannica. [cited 
2021 Jul 18]. Available from: https://www.britannica.com/
place/Ibadan

25. Nutbeam D. Health literacy as a public health goal: 
a challenge for contemporary health education and 
communication strategies into the 21st century. Health 
Promotion International. 2000 Sep 1;15(3):259-67.
https://doi.org/10.1093/heapro/15.3.259

26. Olyani S, Peyman N. Health Literacy and Health Outcomes in 
Iranian Adolescents: A Systematic Review. Journal of Health 
Literacy. 2021;6(3):78-85.

27. Tavakoly Sany SB, Doosti H, Mahdizadeh M, Orooji 
A, Peyman N. The Health Literacy Status and Its Role 
in Interventions in Iran: A Systematic and Meta-
Analysis. International Journal of Environmental 

Research and Public Health. 2021 Apr 17;18(8):4260.
htt p s : / / d o i . o r g / 1 0 . 3 3 9 0 / i j e r p h 1 8 0 8 4 2 6 0
PMid:33920508 PMCid:PMC8073744

28. Mahdifar M, Ghavami V, Vahedian-Shahroodi M. Health Literacy 
and Body Image Concern Among Healthcare Employees in 
Binaloud, Iran. Journal of Health Literacy. 2021;6(1):31-40

29. Khuu BP, Lee HY, Zhou AQ. Health literacy and associated factors 
among Hmong American immigrants: addressing the health 
disparities. Journal of community health. 2018;43(1):11-8.
http s : / / d o i . o r g / 1 0 . 1 0 0 7 / s 1 0 9 0 0 - 0 1 7 - 0 3 8 1 - 0
PMid:28528527

30. Bánfai-Csonka H, Bánfai B, Jeges S, Gyebnár B, Betlehem 
J. Health literacy among participants from neighbourhoods 
with different socio-economic statuses in the southern region 
of Hungary: a pilot study. BMC Public Health. 2020;20(1):1-
http s : / / d o i . o rg / 1 0 . 1 1 8 6 /s 1 2 8 8 9 - 0 2 0 - 0 8 9 5 9 - 0
PMid:32799828 PMCid:PMC7429903

31. Sharifirad G, Reisi M, Javadzade S, Heydarabadi A, Mostafavi 
F, Tavassoli E. The relationship between functional health 
literacy and health promoting behaviors among older adults. 
Journal of Education and Health Promotion. 2014;3(1):119.
http s : / / d o i . o r g / 1 0 . 4 1 0 3 / 2 2 7 7 - 9 5 3 1 . 1 4 5 9 2 5
PMid:25540792 PMCid:PMC4275619

32. Heizomi H, Iraji Z, Vaezi R, Bhalla D, Morisky DE, Nadrian 
H. Gender Differences in the Associations Between Health 
Literacy and Medication Adherence in Hypertension: 
A Population-Based Survey in Heris County, Iran. 
Vascular health and risk management. 2020;16:157.
h tt p s : / / d o i . o r g / 1 0 . 2 1 4 7 / V H R M . S 2 4 5 0 5 2
PMid:32368074 PMCid:PMC7186197

33. Lee HY, Lee J, Kim NK. Gender differences in health literacy among 
Korean adults: do women have a higher level of health literacy 
than men? American journal of men’s health. 2015;9(5):370-9.
http s : / / d o i . o r g / 1 0 . 1 1 7 7 / 1 5 5 7 9 8 8 3 1 4 5 4 5 4 8 5
PMid:25122719

34. Cutilli CC, Bennett IM. Understanding the health 
literacy of America results of the national assessment 
of adult literacy. Orthopaedic nursing/National 
Association of Orthopaedic Nurses. 2009;28(1):27.
https://doi.org/10.1097/01.NOR.0000345852.22122.d6
PMid:19190475 PMCid:PMC2668931

35. Garcia-Codina O, Juvinyà-Canal D, Amil-Bujan P, Bertran-Noguer 
C, González-Mestre MA, Masachs-Fatjo E, et al. Determinants 
of health literacy in the general population: results of the 
Catalan health survey. BMC public health. 2019;19(1):1-12.
http s : / / d o i . o r g / 1 0 . 1 1 8 6 / s 1 2 8 8 9 - 0 1 9 - 7 3 8 1 - 1
PMid:31420029 PMCid:PMC6698033

36. Joveini H, Rohban A, Askarian P, Maheri M, Hashemian M. 
Health literacy and its associated demographic factors in 
18-65-year-old, literate adults in Bardaskan, Iran. Journal of 
Education and Health Promotion. 2019;8(1):1-8.

37. Mollakhalili H, Papi A, Zare-Farashbandi F, Sharifirad G, 
HasanZadeh A. A survey on health literacy of inpatient’s 
educational hospitals of Isfahan University of Medical Sciences in 



Exam
ining H

ealth literacy levels and its A
ssociati

on w
ith D

em
ographic 

21 

2012. Journal of Education and Health Promotion. 2014;3(1):66.
38. Yongbing L, Yanru W, Fang LIANG YC, Liu L, Yanfei L, Hua Y, 

et al. The health literacy status and influencing factors of 
older population in Xinjiang. Iranian journal of public health. 
2015;44(7):913.

39. Protheroe J, Whittle R, Bartlam B, Estacio EV, Clark L, Kurth 
J. Health literacy, associated lifestyle and demographic 
factors in adult population of an English city: a cross-
sectional survey. Health Expectations. 2017;20(1):112-9.
h tt p s : / / d o i . o r g / 1 0 . 1 1 1 1 / h e x . 1 2 4 4 0
PMid:26774107 PMCid:PMC5217902

40. Chesser AK, Reyes J, Keene Woods N. Identifying 
Health Literacy in Kansas Using the Behavioral Risk 
Factor Surveillance System. International Quarterly 
of Community Health Education. 2018;39(4):209-16.
http s : / / d o i . o r g / 1 0 . 1 1 7 7 / 0 2 7 2 6 8 4 X 1 8 8 2 1 3 0 5
PMid:30596327

41. Estacio EV, Whittle R, Protheroe J. The digital divide: Examining 
socio-demographic factors associated with health literacy, 
access and use of internet to seek health information. 
Journal of Health Psychology. 2017;24(12):1668-75.
http s : / / d o i . o r g / 1 0 . 1 1 7 7 / 1 3 5 9 1 0 5 3 1 7 6 9 5 4 2 9
PMid:28810415

42. Kumar VA, Albert NM, Medado P, Mango LM, Nutter B, 
Yang D, et al. Correlates of Health Literacy and Its Impact 
on Illness Beliefs for Emergency Department Patients 
With Acute Heart Failure. Critical Pathways in Cardiology: 
A Journal of Evidence-Based Medicine. 2017;16(1):27-31.
https://doi.org/10.1097/HPC.0000000000000100
PMid:28195940

43. Macha Quillama LF, Samanamu Leandro AE, Rodriguez 
Hurtado D. Alfabetización sanitaria y factores 
relacionados en pacientes que acuden a consulta 
externa de Medicina Interna en un Hospital Nacional en 
Lima,Perú. Revista de Salud Pública. 2017;19(5):679-85.
http s : / / d o i . o r g / 1 0 . 1 5 4 4 6 / r s a p .v 1 9 n 5 . 5 3 0 0 8

PMid:30183817
44. Xie Y, Ma M, Zhang Y, Tan X. Factors associated with health 

literacy in rural areas of Central China: structural equation 
model. BMC Health Services Research. 2019;19(1).
http s : / / d o i . o r g / 1 0 . 1 1 8 6 / s 1 2 9 1 3 - 0 1 9 - 4 0 9 4 - 1
PMid:31077197 PMCid:PMC6509858

45. Wu Y, Wang L, Cai Z, Bao L, Ai P, Ai Z. Prevalence and 
Risk Factors of Low Health Literacy: A Community-
Based Study in Shanghai, China. International Journal of 
Environmental Research and Public Health. 2017;14(6):628.
htt p s : / / d o i . o r g / 1 0 . 3 3 9 0 / i j e r p h 1 4 0 6 0 6 2 8
PMid:28604645 PMCid:PMC5486314

46. Tang C, Wu X, Chen X, Pan B, Yang X. Examining income-related 
inequality in health literacy and health-information seeking 
among urban population in China. BMC Public Health. 2019;19(1).
http s : / / d o i . o r g / 1 0 . 1 1 8 6 / s 1 2 8 8 9 - 0 1 9 - 6 5 3 8 - 2
PMid:30791882 PMCid:PMC6385413

47. Wang X, Guo H, Wang L, Li X, Huang M, Liu Z, et al. 
Investigation of Residents’ Health Literacy Status 
and Its Risk Factors in Jiangsu Province of China. Asia 
Pacific Journal of Public Health. 2013;27(2):NP2764-72.
http s : / / d o i . o r g / 1 0 . 1 1 7 7 / 1 0 1 0 5 3 9 5 1 3 4 8 7 0 1 2
PMid:23666844

48. Wagner C v., Knight K, Steptoe A, Wardle J. Functional 
health literacy and health-promoting behaviour 
in a national sample of British adults. Journal of 
Epidemiology & Community Health. 2007;61(12):1086-90.
http s : / / d o i . o r g / 1 0 . 1 1 3 6 / j e c h . 2 0 0 6 . 0 5 3 9 6 7
PMid:18000132 PMCid:PMC2465677

49. Dewalt DA, Pignone MP. The role of literacy in health and 
health care. American Family Physician. 2005;72(3):387.

50. Virlée J, van Riel AC, Hammedi W. Health literacy 
and its effects on well-being: how vulnerable 
healthcare service users integrate online resources. 
Journal of Services Marketing. 2020;34(5):697-71
https://doi.org/10.1108/JSM-02-2019-0057 


